
Preventing Obesity and 
reducing chrOnic disease: 

Obesity Prevention Subcommittee of the  
Cardiovascular Health Advisory Committee

June 30, 2005

the Michigan 
healthy eating  
and Physical 
activity Plan

a Five–year 
Plan to address 
the epidemic of 
Obesity



�

Table of Contents

Introduction . .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 1

Obesity .in .Michigan .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 1
Four .Reasons .for .Concern . .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 1
Philosophy .for .Addressing .Population .Weight .Issues  .  .  .  .  .  . 2
How .the .Plan .was .Developed  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 3
Goals .and .Anticipated .Outcomes  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 4

Objectives, .Timelines .and .Partners .for .Five .Settings  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .5

1 . . Community .Setting  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 5
2 . .School .Setting .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 9
3 . .Business .Setting .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 15
4 . .Faith-Based .Setting .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 17
5 . .Healthcare .Setting . .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 20

Appendix .1: .Selected .Data .Describing .Weight, .Nutrition .and .Physical . .
Activity .in .Michigan .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .25

Appendix .2: .CDC-Funded .Targeted .Obesity .Prevention .Intervention .  .  .  .  .  . 31

References .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .32

Acknowledgements  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .33



�

Obesity in Michigan

Overweight has increased.  The we�ght of M�ch�gan’s 
populat�on has been stead�ly r�s�ng. In M�ch�gan adults, 
the prevalence of obes�tya has doubled over the past 
two decades. As of 2004, 35.5% of M�ch�gan adults 
report we�ghts that are class�fied as overwe�ght and an 
add�t�onal 25.5% report we�ghts class�fied as obese.� 
As of 2002, the prevalence of obes�ty among older 
adults age 65+ (25.2%) was h�gher �n M�ch�gan than 
�n any other state.2

Among ch�ldren age 6 and older, the nat�onal prevalence 
of overwe�ght has tr�pled over the past three decades.3 
In 2003, approx�mately �2% of M�ch�gan low-�ncome 
ch�ldren  under  the  age  of  five  were  overwe�ght 
(compared to �4% of low �ncome ch�ldren nat�onally).4  
Approx�mately �6% of elementary school-age ch�ldren 
�n the country are cons�dered overwe�ght.3 As of 2003, 
�2% of M�ch�gan h�gh school students reported we�ghts 
that are class�fied as overwe�ght and an add�t�onal �5% 
reported we�ghts class�fied as “at r�sk of overwe�ght.”5 In 
Detro�t, �9.9% of h�gh school students are overwe�ght, 
the h�ghest prevalence of any of the �8 large metropol�tan 
areas followed by the CDC.6

Some groups are affected more.  Obes�ty  has 
�ncreased  �n people of all ethn�c groups, all ages, 
and both genders. However, some groups are more 
at  r�sk  than  others.  Nat�onal  data  sources  reveal 
that Black females have the h�ghest rates of obes�ty 
(49%), followed by Mex�can-Amer�can females (38%), 
Wh�te females (3�%), Wh�te and Black males (28%), 

a  For th�s document, the terms overwe�ght, obese and at r�sk of 
overwe�ght are based on the Body Mass Index (BMI) gu�del�nes 
from the Centers for D�sease Control and Prevent�on (CDC). 
BMI �s defined as we�ght (�n k�lograms) d�v�ded by he�ght (�n 
meters) squared [we�ght �n k�lograms/(he�ght �n meters)2]. For 
purposes of descr�b�ng the populat�on (but not for d�agnos�ng 
�nd�v�duals), CDC class�fies adult BMI as follows: below �8.5 
�s “underwe�ght,” �8.5-24.9 �s “normal” we�ght, 25.0-29.9 
�s “overwe�ght,” and 30 and above �s “obese.” For ch�ldren, 
CDC compares BMI-for-Age to CDC growth charts. “At r�sk of 
overwe�ght” means a BMI-for-Age between the 85th and 95th 
percent�le; “overwe�ght” means a BMI-for-Age at or above the 
95th percent�le.

and Mex�can Amer�can males  (27%).7 M�ch�gan’s 
surve�llance system does not perm�t accurate obes�ty 
est�mates for all ethn�c groups, but confirms a s�m�lar 
pattern among ethn�c groups, w�th Black females be�ng 
the populat�on group most affected by obes�ty.8

In some but not all groups, lower �ncomes are assoc�ated 
w�th h�gher prevalence of obes�ty. Nat�onally, women 
of lower soc�oeconom�c status are about 50% more 
l�kely to be obese than those of h�gher soc�oeconom�c 
status.9 In M�ch�gan, th�s �s true for Wh�te but not Afr�can 
Amer�can women.8

Among  h�gh  school-aged  ch�ldren,  both  nat�onal 
and M�ch�gan surveys have shown that Black and 
H�span�c ch�ldren are more l�kely to fall �nto overwe�ght 
categor�es.3,5 Of spec�al note,  rates of overwe�ght 
among ch�ldren of all major ethn�c groups take a sharp 
r�se dur�ng the elementary school years.3

Four Reasons for Concern

The relentless trend of �ncreas�ng body we�ght ra�ses 
four ma�n concerns:

1. Weight trends reflect troubling cultural trends. 
Because  the  we�ght  ga�n  �n  our  populat�on  has 
occurred over a mere 20 years, �t �s clear that changes 
�n our gene pool are not respons�ble. Rather, the 
obes�ty ep�dem�c �s due to many changes �n our culture 
that negat�vely  �mpact access  to phys�cal act�v�ty 
and health-promot�ng foods. A few of these changes 
�nclude:

•  Increased t�me spent beh�nd the wheel of a car 
due to urban sprawl.

•  Un�versal ava�lab�l�ty of low-cost, h�ghly-palatable 
food w�th  h�gh  fat  content  and  relat�vely  low 
nutr�ent dens�ty.

•  Increas�ng port�on s�zes.
•  Increased demands on t�me lead�ng to greater rel�ance 

on fast foods and a trend for sleep depr�vat�on.
•  Increases  �n  “screen  t�me”  (t�me  spent  on 

telev�s�on, computer use, and v�deo games).
•  R�s�ng  consumpt�on  of  calor�cally-sweetened 

beverages.
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  Changes such as these create an env�ronment that 
promotes we�ght ga�n. In th�s env�ronment, �t �s harder 
for everyone to lead a healthy l�festyle.  Ind�v�duals 
w�th a genet�c pred�spos�t�on to we�ght ga�n eas�ly 
become overwe�ght or obese, but many others whose 
we�ghts rema�n �n the “normal” range are at �ncreased 
r�sk of chron�c d�sease due to  �nadequate phys�cal 
act�v�ty and less than opt�mal d�ets. Many �nd�v�duals 
�n all we�ght categor�es fa�l  to get m�n�mal amounts 
of phys�cal act�v�ty and fru�ts and vegetables. These 
fa�lures �ncrease r�sks for long-term health problems 
such  as  osteoporos�s,  heart  d�sease,  stroke  and 
cancer among people at all we�ghts.

2.  Higher weights are associated with health 
problems.  People who are obese are more l�kely 
to have health cond�t�ons and r�sk factors such as 
�nsul�n  res�stance, d�abetes, hypertens�on, stroke, 
dysl�p�dem�a, heart d�sease, and certa�n k�nds of 
cancers.�0 Modest we�ght  loss �s accompan�ed by 
�mprovements �n r�sk factors. It �s �mportant to note, 
however, that r�sk factors can somet�mes be �mproved 
w�thout we�ght loss �f phys�cal act�v�ty �s �ncreased and 
eat�ng patterns are �mproved.��

3.  There are economic costs.  Health  cond�t�ons 
assoc�ated w�th obes�ty can lead to �ncreased health 
care costs. Adults class�fied as obese have been found 
to have 36% h�gher annual med�cal expend�tures 
than those class�fied as hav�ng “healthy” we�ght.�2 
Part of the cost of health care for obese �nd�v�duals 
can be attr�buted to phys�cal �nact�v�ty. For people of 
all we�ghts, phys�cal �nact�v�ty �s a major contr�butor 
to ser�ous med�cal cond�t�ons such as osteoporos�s 
and d�abetes.�3 The cost of  the d�rect med�cal care 
for  the  port�on  of  health  cond�t�ons  caused  by 
phys�cal �nact�v�ty among M�ch�gan adults has been 
conservat�vely est�mated at $58 M�ll�on per year.�4 
These costs are borne largely by employers and by 
the state (through Med�ca�d payments). Ult�mately, 
M�ch�gan res�dents absorb these costs through h�gher 
taxes and �ncreased cost of goods. The total cost 
(d�rect and �nd�rect) est�mated for phys�cal �nact�v�ty 
�s $�,�75 per year per M�ch�gan adult res�dent.�4

4.  Social pressure for slenderness leads to unsafe 
weight loss practices.  Dur�ng the same per�od that 
c�t�zens have been ga�n�ng we�ght,  there has been 
�ncreas�ng soc�al pressure for ch�ldren and adults to 
ach�eve body shapes of extreme slenderness that 
are leaner than �s necessary for opt�mal health and 
wellness. Those who fa�l to atta�n a soc�ally acceptable 
body shape are often subjected to open or subtle 
harassment, st�gmat�zat�on and d�scr�m�nat�on.�5,�6

  In response to these soc�al pressures, d�et�ng for 
we�ght loss has become common. In 2003, 45% of all 
M�ch�gan adults and 46% of all h�gh school students 
were try�ng to lose we�ght.�,5 Some �nd�v�duals make 
desperate attempts at we�ght loss, plac�ng  the�r health 
at r�sk. For example, M�ch�gan h�gh school students 
of all ethn�c groups and both genders engage  �n 
dangerous we�ght loss pract�ces. G�rls are the most 
l�kely to engage �n the unsafe pract�ces of vom�t�ng 
or tak�ng laxat�ves (8%), go�ng w�thout eat�ng for 24 
hours or more (�7%) and tak�ng d�et p�lls, powders or 
l�qu�ds w�thout a doctor’s adv�ce (��%).5 Attempts to 
lose we�ght �n some vulnerable �nd�v�duals evolve �nto 
eat�ng d�sorders.�7

Philosophy for Addressing 
Population Weight Issues

There is no magic bullet for obesity.  Desp�te 
w�despread concern about the negat�ve consequences 
of obes�ty, �ncreases �n d�et�ng behav�or, and a grow�ng 
we�ght loss �ndustry ($46 b�ll�on �n the Un�ted States 
�n 2005�8), the prevalence of obes�ty cont�nues to r�se. 
No formula for successful long term we�ght loss �n a 
populat�on has been �dent�fied anywhere �n the world.  
It has been well-demonstrated that most people can 
lose we�ght, but t�me and aga�n research shows that 
the vast major�ty of people who lose we�ght rega�n �t 
dur�ng subsequent months and years.�9  We�ght rega�n 
�s often accompan�ed by deter�orat�on �n self-esteem 
as well as revers�on to pre-we�ght loss status �n terms 
of health r�sk factors such as blood l�p�d concentrat�ons 
and blood pressure.�� Worse, rebound we�ght ga�n �s 
common, where d�eters rega�n all the we�ght lost plus 
add�t�onal we�ght.
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Focus on the root causes.  G�ven the absence of 
ev�dence-based populat�on approaches  to we�ght 
loss, the M�ch�gan Department of Commun�ty Health 
(MDCH) has focused the governmental resources 
ava�lable for the obes�ty ep�dem�c not on we�ght loss, 
per se, but rather on the root causes of obes�ty—the 
factors that make �t d�fficult for our c�t�zens to �ncrease 
phys�cal act�v�ty and �mprove food cho�ces. Focus�ng 
on healthy eat�ng and phys�cal act�v�ty rather than 
we�ght loss offers several advantages:

•  We�ght loss �s often ach�eved by �nd�v�duals who 
adopt health�er l�festyles.

•  Improv�ng d�et qual�ty and phys�cal act�v�ty w�ll 
reduce chron�c d�sease r�sk, even �f we�ght loss 
�s absent or m�n�mal.

•  Intervent�ons that focus on pos�t�ve behav�ors 
that can be ma�nta�ned are more l�kely to �mprove 
mental health and self-esteem than we�ght loss 
�ntervent�ons, wh�ch are  l�kely to end w�th the 
percept�on of personal fa�lure when we�ght  �s 
rega�ned.

•  Publ�c health  �ntervent�ons can target pos�t�ve 
behav�ors for wh�ch there are some ev�dence-
based approaches.

•  Intervent�ons that  �mprove walkab�l�ty, b�kab�l�ty 
and access to healthy food typ�cally  �mprove 
the  qual�ty  of  l�fe  and  econom�c  health  of  a 
commun�ty. 

•  Publ�c  health  messages  focused  on  pos�t�ve 
behav�ors  are  unl�kely  to  worsen  the  soc�al 
pressure  for  excess�ve  slenderness  wh�ch 
contr�butes to unsafe we�ght loss pract�ces and 
eat�ng d�sorders.

Although most efforts are focused on healthy eat�ng 
and phys�cal act�v�ty, the Michigan Healthy Eating and 
Physical Activity Plan does address the �ssue of we�ght 
loss �n the healthcare sett�ng. The plan emphas�zes 
development of consensus gu�del�nes and �dent�ficat�on 
of ev�dence-based tools and resources for healthcare 
prov�ders.

How the Plan was Developed

Strateg�c  plann�ng  to  address  M�ch�gan’s  obes�ty 
ep�dem�c occurred �n four d�st�nct phases over a per�od 
of four years, �nvolv�ng �34 �nd�v�duals, represent�ng 
94 organ�zat�ons. 

Phase 1: Healthy Lifestyles Initiative for African 
American Women.  In 200�, the MDCH appl�ed for 
and rece�ved a grant from the Centers for D�sease 
Control and Prevent�on (CDC) to develop a plan to 
prevent and control obes�ty �n a focused populat�on. 
Over a s�x-month per�od, a 5�–member Statew�de 
Plann�ng Comm�ttee determ�ned that Afr�can Amer�can 
women, the segment of the populat�on most affected 
by  obes�ty,  should  be  the  pr�or�ty  populat�on.  A 
set of recommendat�ons was developed based on 
research l�terature and much �nput related to barr�ers 
and opportun�t�es. Although no CDC fund�ng was 
ava�lable to �mplement the recommendat�ons, ent�tled 
An Ep�dem�c of Overwe�ght and Obes�ty �n M�ch�gan’s 
Afr�can Amer�can Women,b many of them have already 
been  carr�ed  out.  Those  that  rema�n  have  been 
�ncorporated �nto the current plan.

Phase 2: Cardiovascular Health Plan.  In 2003, the 
MDCH convened 68 statew�de partners to update an 
ex�st�ng state plan to combat card�ovascular d�sease. 
Adv�sors  for  the  result�ng  document  Improving 
Cardiovascular Health in Michigan: 2003 Update 
on the Continuing Challenge 2 were fully aware that 
strateg�es to prevent card�ovascular d�sease would, 
�n large measure, prevent obes�ty and other chron�c 
d�seases as well. Dur�ng plan development, extens�ve 
l�terature rev�ews were conducted so that ev�dence-
based and prom�s�ng approaches to obes�ty prevent�on 
could be bu�lt �nto the plan. The recommendat�ons �n 
the card�ovascular health plan serve as the pr�mary 
foundat�on for the current plan.

Phase 3: Michigan Steps Up.  The  organ�z�ng 
pr�nc�ple for the current plan was set forth by Surgeon 
General K�mberlydawn W�sdom, M.D.,  �n her 2003 
Prescr�pt�on for a Health�er M�ch�gan.c In th�s document, 

b  www.m�ch�gan.gov/cvh
c  http://www.m�ch�gan.gov/documents/m�rx5404_90�38_7.pdf
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Dr. W�sdom descr�bed a M�ch�gan where �t would be 
eas�er for c�t�zens to make the healthy l�festyle cho�ces: 
to move more, eat better and el�m�nate tobacco use. 
To ach�eve a health�er M�ch�gan, Dr. W�sdom called for 
changes �n the five sett�ngs where c�t�zens funct�on:

•  Commun�t�es
•  Schools
•  Bus�nesses
•  Fa�th-based organ�zat�ons
•  Healthcare.

In  July  of  2004,  Dr.  W�sdom  mob�l�zed  over  200 
statew�de organ�zat�ons to work together to create the 
M�ch�gan Steps Up Healthy L�festyle Campa�gn to make 
health�er l�v�ng �n M�ch�gan a real�ty. Representat�ves of 
the 200 organ�zat�ons formed five stakeholder groups 

– one for each sett�ng where c�t�zens funct�on. Over the 
past year, these stakeholder groups have bu�lt upon 
the recommendat�ons �n the card�ovascular health plan, 
launch�ng expanded �n�t�at�ves �n each sett�ng. 

Phase 4: Consolidation, Updating and Review.  The 
strateg�es  and  act�on  steps  that  appear  �n  th�s 
2005  Preventing Obesity and Reducing Chronic 
Disease: The Michigan Healthy Eating and Physical 
Activity Plan  are  a  consol�dat�on  and  updat�ng  of 
recommendat�ons from each of the preced�ng phases. 
Staff members from the MDCH Card�ovascular Health, 
Nutr�t�on and Phys�cal Act�v�ty Sect�on pulled together 
recommendat�ons from each of the three prev�ous 
phases, re-organ�zed them to correspond w�th the five 
sett�ngs �dent�fied by Surgeon General W�sdom, and 
then �nv�ted cr�t�cal rev�ew from representat�ves of 34 
statew�de organ�zat�ons, most of whom had served on 
one or more of the prev�ous adv�sory plann�ng groups.  
Desp�te the �mpress�ve qual�ty of th�nk�ng that had gone 
on �n the first three phases, th�s final document �ncludes 
a number of newly �dent�fied recommendat�ons, each 
of wh�ch �s supported by comm�tments to act�on by 
one or more plann�ng partners.

Goals and Anticipated Outcomes

Th�s plan to address overwe�ght and obes�ty �n M�ch�gan 
focuses pr�mar�ly on mov�ng M�ch�gan’s populat�on 
toward health�er eat�ng and phys�cal act�v�ty patterns. 
If w�despread �mprovements are ach�eved �n these two 
l�festyle factors, other deeply s�gn�ficant outcomes can 
reasonably be expected.

Goals

Long-term goals for th�s plan �nclude:

•  Increase the number of M�ch�gan res�dents who 
have the knowledge, mot�vat�on and opportun�ty 
to make l�festyle cho�ces that promote healthy 
eat�ng.

•  Increase the number of M�ch�gan res�dents who 
have the knowledge, mot�vat�on and opportun�ty 
to obta�n adequate phys�cal act�v�ty  levels to 
ma�nta�n good health.

•  Reduce unsafe we�ght loss pract�ces, part�cularly 
among school-aged ch�ldren.

•  Improve the capac�ty of  the healthcare system 
to prevent, detect and manage overwe�ght and 
obes�ty.

Anticipated Outcomes

If the plan �s successful, the follow�ng global outcomes 
w�ll occur:

•  Obes�ty rates among M�ch�gan adults and ch�ldren 
w�ll stop �ncreas�ng. 

•  Ethn�c d�spar�t�es �n obes�ty and related chron�c 
d�seases w�ll be reduced.

•  The econom�c burden of obes�ty and related 
chron�c d�seases w�ll be eased.

Spec�fic  measures  for  these  outcomes,  where 
ava�lable, w�ll be found �n the evaluat�on plan wr�tten 
to accompany th�s document, wh�ch w�ll be ava�lable 
at www.m�ch�gan.gov/cvh.

Introduction
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Objective

By 2010, increase by 50 the number of communities 
that have implemented policy and environmental 
changes to support increased physical activity and 
improved healthy eating options through changes 
in policies, programs, and practices.

Community Strategy 1: Planning

By 20�0, �ncrease by 50 the number of commun�t�es 
that  have  assessed  the�r  phys�cal  act�v�ty  and/or 
nutr�t�on env�ronment ut�l�z�ng the Promot�ng Act�ve 
Commun�t�es Assessment  (PAC), Healthy Commun�ty 
Checkl�st (HCC) and Nutr�t�on Env�ronment Assessment 
Tool (NEAT), and that have developed act�on plans for 
�mprov�ng pol�c�es and the bu�lt env�ronment.

Action to Implement the Strategy

�.  Increase  awareness  among  state  level  and  local 
partners that des�gn�ng healthy l�vable commun�t�es 
�s essent�al for prevent�ng obes�ty and other chron�c 
d�seases.  T�mel�ne:  Ongo�ng.

2.  Enhance the capac�ty of commun�t�es to assume 
leadersh�p for  local  level pol�cy and env�ronmental 
changes  through  tra�n�ng  and  �nformat�on 
exchange.  T�mel�ne:  Fall 2005 and Ongo�ng.

3.  Evaluate and  �mprove  the PAC, NEAT, and HCC 
assessment tools.  T�mel�ne:  Annual rev�ews w�th 
�mprovements as appropr�ate. 

4.  Develop a documentat�on system for commun�t�es 
that complete assessments and �mplement plans for 
�mprovements.  T�mel�ne:  Fall 2006.

5.  Improve access to �nformat�onal resources that help 
commun�t�es translate the results of assessments �nto 
plans for �mprovements. T�mel�ne:  W�nter 2005 and 
annually when needed.

6.  Des�gn and �mplement a system for shar�ng success 
stor�es  of  commun�t�es  that  have  �mproved  local 
pol�c�es and  fac�l�t�es  to promote phys�cal act�v�ty 
and  health�er  eat�ng.  T�mel�ne:  Spr�ng  2006  and 
Ongo�ng.

7.  Create and ma�nta�n a forum for d�ssem�nat�on of 
ev�dence-based  tools  for  local-level  pol�cy  and 
env�ronmental changes to support healthy l�festyles and 
commun�cat�on among commun�t�es that are �nterested 
�n pol�cy and env�ronmental change.  T�mel�ne:  Fall 
2007 and Ongo�ng.
a.  Create and ma�nta�n on the M�ch�gan Steps Up 

Webs�te a Commun�ty Sect�on �nclud�ng (�) a l�st�ng 
of all commun�ty health coal�t�ons and (2) tools to 
support pol�cy and env�ronmental changes related 
to �ncreased phys�cal act�v�ty and �mproved healthy 
eat�ng opt�ons.  T�mel�ne: Fall 2005 and Ongo�ng.

b.  Update the webs�te of the M�ch�gan Department 
of  Commun�ty  Health  Card�ovascular  Health, 
Nutr�t�on and Phys�cal Act�v�ty Sect�on, to �nclude 
fund�ng opportun�t�es for commun�ty plann�ng and 
change.  T�mel�ne: Fall 2005 and Ongo�ng.

c.  Create  the  M�ch�gan  5  A  Day  webs�te,  l�st�ng 
cho�ces  to  �mprove  healthy  eat�ng  opt�ons 
�n  commun�t�es.  T�mel�ne:  Spr�ng  2006  and 
Ongo�ng.

Objectives, Timelines and Partners for Five Settings

1. Community Setting

Communities take steps to make it easier for citizens to eat 
better and move more.
Communities play a vital role in promoting healthy lifestyles. Community facilities, social norms and zoning 
ordinances can either promote or hinder healthy behaviors among community residents. A “community” is 
defined as a group of people that form a social unit based on common location, interest, identification, culture 
and activities.20

Setting 1: 
Community
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Community Strategy 2: Healthy Eating Options

By 20�0, �ncrease by 25 the number of commun�t�es 
that have taken steps to  �ncrease demand for, and 
�mprove access to, healthy foods.

Action to Implement the Strategy

Increase Demand for Healthy Eating Options
�.  Educate  commun�t�es  about  ex�st�ng  resources 

for  �ncreas�ng  the  mot�vat�on  for  healthy  eat�ng. 
T�mel�ne:  Fall 2006 and Ongo�ng.

2.  Increase demand for nutr�t�ous food through �nformat�on 
about preparat�on of healthy foods. T�mel�ne:  Fall 
2005 and Ongo�ng.

3.  Encourage opportun�t�es for soc�al support for healthy 
eat�ng.  T�mel�ne:  Fall 2008 and Ongo�ng.

4.  Promote  the  acceptance  of  breastfeed�ng  �n 
commun�t�es. T�mel�ne:  Fall 2008 and Ongo�ng.

Increase Access to Healthy Eating Options 
5.  Work w�th partners to �dent�fy urban and rural areas 

where access to healthy food �s l�m�ted, and develop 
strateg�es  to  expand  access  �n  those  locat�ons. 
T�mel�ne:  Fall 2006 and Ongo�ng.

6.  Ass�st  commun�t�es  �n  prov�d�ng  healthy  eat�ng 
opt�ons through restaurant meal cho�ces and vend�ng 
mach�ne opt�ons and �n creat�ng pos�t�ve publ�c�ty 
for  establ�shments  w�th  these  healthy  offer�ngs. 
T�mel�ne:  Fall 2008 and Ongo�ng.

7.  Ass�st commun�t�es �n �dent�fy�ng strateg�es to grow, 
transport and store health�er, local food. T�mel�ne:  Fall 
2009 and Ongo�ng.

8.  Ass�st commun�t�es �n �dent�fy�ng strateg�es that w�ll 
make the commun�ty more breastfeed�ng fr�endly. 
T�mel�ne:  Fall 2007 and Ongo�ng.

9.  Support  commun�t�es  �n  the�r  efforts  to  �ncrease 
part�c�pat�on �n food ass�stance programs for those 
�n need. T�mel�ne:  Fall 2006 and Ongo�ng.

�0. Create and �mplement a plan to develop commun�ty 
support for the necess�ty of pol�cy and env�ronmental 
changes  to  �mprove  healthy  eat�ng  opt�ons. 
T�mel�ne:  Fall 2008 and Ongo�ng.

Setting 1: 
Community
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Community Strategy 3: Physical Activity

By 20�0, �ncrease by 25 the number of commun�t�es 
that have taken steps to promote a phys�cally act�ve 
l�festyle.

Action to Implement the Strategy

Increase Demand for Physical Activity
�.  Educate  commun�t�es  about  ex�st�ng  resources 

for  �ncreas�ng mot�vat�on for da�ly phys�cal act�v�ty. 
T�mel�ne:  Fall 2006 and Ongo�ng.

2.  Increase awareness and understand�ng of how phys�cal 
act�v�ty can be �ncorporated �nto an �nd�v�dual’s da�ly 
rout�ne. T�mel�ne:  Fall 2005 and Ongo�ng.

3.  Increase opportun�t�es for soc�al support for phys�cal 
act�v�ty. T�mel�ne:  Fall 2008 and Ongo�ng.

4.  Increase awareness of  the  �mportance of  l�m�t�ng 
screen t�me for youth and adults. T�mel�ne: Fall 2007 
and Ongo�ng.

5.  Create and �mplement a plan to develop commun�ty 
support for the necess�ty of pol�cy and env�ronmental 
changes  to  �mprove  safe  walk�ng  and  b�k�ng 
opportun�t�es  for  transportat�on  and  recreat�on. 
T�mel�ne:  Fall 2008 and Ongo�ng.

Increase Access to Physical Activity
6.  Ass�st  commun�t�es  �n  creat�on and promot�on of 

recreat�onal act�v�t�es that encourage act�ve l�festyles 
as v�able, attract�ve alternat�ves to sedentary act�v�t�es. 
T�mel�ne: Fall 2007 and Ongo�ng.

7.  Part�c�pate �n and support commun�ty �n�t�at�ves that 
have an �mpact on �mprov�ng the bu�lt env�ronment. 
T�mel�ne:  Fall 2005 and Ongo�ng.

Community Strategy 4: State-Level 
Coordination

By  2007,  create  at  least  ten  opportun�t�es  for 
coord�nat�on by ex�st�ng state-level groups, agenc�es, 
and organ�zat�ons work�ng to promote healthy eat�ng, 
phys�cal act�v�ty, and we�ght management through 
educat�on or pol�cy and env�ronmental changes.

Action to Implement the Strategy

�.  Increase  commun�cat�on  and  collaborat�on  to 
promote cons�stency of messages and coord�nat�on 
of effort w�th�n components of state government that 
promote healthy eat�ng, phys�cal act�v�ty, and we�ght 
management. T�mel�ne:  Spr�ng 2006 and Ongo�ng.

2.  Schedule  planned  �nformat�on  exchange  among 
statew�de  adv�sory  groups  promot�ng  pol�cy  and 
env�ronmental  change.  T�mel�ne:  Fall  2005  and 
Ongo�ng.

3.  Increase commun�cat�on and collaborat�on between 
statew�de partners promot�ng pol�cy and env�ronmental 
change and M�ch�gan academ�c partners conduct�ng 
research on these top�cs. T�mel�ne:  Fall 2006 and 
Ongo�ng.

Setting 1: 
Community
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Community Strategy 5: State-Level Programs 
for Vulnerable Populations

By 2007, �n�t�ate collaborat�on and programm�ng w�th at 
least five partners around healthy eat�ng and phys�cal 
act�v�ty for vulnerable populat�on groups and those w�th 
d�sproport�onate burdens of overwe�ght and obes�ty.

Action to Implement Strategy

�.  Ch�ldren under 5:
a.  Collaborate w�th segments of state government 

�mplement�ng health programs d�rected at ch�ldren 
under 5 and the�r fam�l�es to ach�eve coord�nat�on 
of effort w�th respect to healthy d�et, breastfeed�ng, 
phys�cal  act�v�ty,  decreased  screen  t�me  and 
obes�ty prevent�on. T�mel�ne:  Summer 2006 and 
Ongo�ng.

b.  Seek  resources  to  develop  parent  gu�dance 
mater�al s�m�lar to the Healthy Kids, Healthy Weight 
document to be used w�th parents of ch�ldren under 
5. T�mel�ne:  Summer 2006.

2. Older Adults:
a.  Collaborate w�th segments of state government 

�mplement�ng health programs d�rected at older 
adults to ach�eve coord�nat�on of effort w�th respect 
to healthy d�et, phys�cal act�v�ty, decreased screen 
t�me and obes�ty prevent�on. T�mel�ne:  Summer 
2006 and Ongo�ng.

b.  Ass�st  �n the development and �mplementat�on 
of  the “Elder Fr�endly Commun�t�es” cert�ficat�on 
process. Complet�on:  Fall 2005.

c.  Expand  the  nutr�t�on  and  phys�cal  act�v�ty 
�nformat�on for older adults ava�lable on the state-
sponsored webs�tes. T�mel�ne:  September 2005 
and Ongo�ng.

3. M�nor�ty Groups w�th D�sproport�onate Burdens of 
Overwe�ght and Obes�ty:
a.  Collaborate w�th partners who are address�ng health 

promot�on �n m�nor�ty populat�ons to �dent�fy and 
�mplement ev�dence-based or prom�s�ng strateg�es 
to encourage healthy d�ets, breastfeed�ng, phys�cal 
act�v�ty,  decreased  screen  t�me  and  obes�ty 
prevent�on. T�mel�ne:  Spr�ng 2006.

b.  Promote fa�th-based �n�t�at�ves serv�ng Afr�can 
Amer�can and other m�nor�ty populat�ons. (See 
Fa�th commun�ty strateg�es, pages �7–�8.)

c.  Translate �nto Span�sh, p�lot test and make w�dely 
ava�lable Healthy Kids Healthy Weight gu�dance 
mater�als for parents. T�mel�ne:  P�lot test complete 
W�nter 2005.

Implementation Partners for Community 
Strategies

•  5 A Day Coal�t�on
•  Amer�can Cancer Soc�ety M�ch�gan Chapter
•  Amer�can Heart Assoc�at�on M�dwest Affil�ate
•  Card�ovascular Health Adv�sory Comm�ttee
•  C.S. Mott Group for Susta�nable Food Systems 

at M�ch�gan State Un�vers�ty
•  Governor’s Counc�l on Phys�cal F�tness, Health 

and Sports
•  M�ch�gan Assoc�at�on for Local Publ�c Health
•  M�ch�gan Comm�ss�on on Ag�ng
•  M�ch�gan Department of Agr�culture
•  M�ch�gan Department of Commun�ty Health
•  M�ch�gan Department of Transportat�on
•  M�ch�gan Office of Serv�ces to the Ag�ng
•  M�ch�gan D�abetes Outreach Network
•  M�ch�gan State Un�vers�ty Department of Food 

Sc�ence and Human Nutr�t�on
•  M�ch�gan State Un�vers�ty Extens�on
•  M�ch�gan  Steps  Up  Commun�ty  Stakeholder 

Group
•  Nat�onal K�dney Foundat�on of M�ch�gan

Setting 1: 
Community



9

Objective

By 2010, 50% of Michigan schools will have made 
changes to policies, programs, and practices 
that make school environments more supportive 
of healthy eating and physical activity for staff, 
students and families.

School Strategy 1: Team Formation & School 
Assessment

By 20�0, 50% of M�ch�gan schools w�ll have assessed 
strengths and barr�ers to healthy eat�ng and phys�cal 
act�v�ty �n the school env�ronment through Coord�nated 
School Health Teams us�ng the onl�ne Healthy School 
Act�on Tool (HSAT).

Action to Implement the Strategy

�.  Increase  the  number  of  Coord�nated  School 
Health  Teams  through  ongo�ng  educat�on  for 
school and commun�ty  leaders about  the Teams. 
T�mel�ne:  Ongo�ng.

2.  Develop a market�ng strategy to promote awareness 
and use of the onl�ne HSAT by Coord�nated School 
Health Teams. T�mel�ne:  January 2006 w�th per�od�c 
updates.

3.  Establ�sh a system for tra�n�ng school and commun�ty 
leaders  to become Cert�fied HSAT Fac�l�tators at 
the state, reg�onal, and local  levels. T�mel�ne:  July 
2005.

4.  Prov�de grants to schools to form a Coord�nated School 
Health Team, complete the HSAT and make pol�cy 
and env�ronmental changes. (Fund�ng dependent) 
T�mel�ne: Ongo�ng.

5.  Develop an automat�cally generated feedback report 
to schools summar�z�ng the results of  the�r HSAT 
assessment and re-assessment �n a format that w�ll 
mot�vate pol�cy and env�ronmental changes. (Fund�ng 
dependent) T�mel�ne:  September 2006.

6.  Prov�de an annual statew�de conference on healthy 
school env�ronment educat�on to school and commun�ty 
leaders w�th a focus on Coord�nated School Health 
Teams and HSAT. (Fund�ng dependent) T�mel�ne:  Fall 
2005, 2006, 2007, 2008, and 2009.

7.  Evaluate  and  �mprove  the  HSAT  assessment 
tool.  T�mel�ne:  Evaluate  annually  and  update  as 
appropr�ate.

Setting 2: 
School

2. School Setting

Schools provide knowledge and opportunities for healthy eating 
and physical activity for students, staff and families.
Because students spend a large portion of their waking hours at school, the environment created within the 
school itself can have a strong impact on the health of its students. In addition, school staff are usually viewed as 
respected authorities by parents, students and the community. Therefore, messages (both explicit and implied) 
delivered by the school about health are often highly influential.
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School Strategy 2: Policy & Environmental 
Changes

By 20�0, 50% of M�ch�gan schools w�ll have �mplemented 
pol�cy and env�ronmental changes that support healthy 
eat�ng, phys�cal act�v�ty and healthy we�ght.

Action to Implement the Strategy

�.  Support M�ch�gan schools �n cont�nu�ng to �mplement 
recommendat�ons  �n the consensus document The 
Role of Michigan Schools in Promoting Healthy Weight. 
T�mel�ne:  Ongo�ng.

2.  Work w�th Department of Educat�on and other statew�de 
partners to develop consensus on model language 
for the Local Wellness Pol�cy that has been federally-
mandated for all school d�str�cts. T�mel�ne:  September 
2005.

3.  Prov�de grants to schools to form a Coord�nated School 
Health Team, complete the HSAT and make pol�cy 
and env�ronmental changes. (Fund�ng dependent) 
T�mel�ne:  2005-2006 school year.

4.  Work w�th partners to promote student walk�ng and 
b�k�ng  to  school  through  encouragement  of  and 
techn�cal ass�stance for:
a.  Local school s�te select�on pol�c�es that place a 

h�gh pr�or�ty on support�ng non-motor�zed home-
to-school commut�ng for students and staff and 
preservat�on of ex�st�ng walkable ne�ghborhood 
schools. T�mel�ne:  Ongo�ng.

b.  The  Safe  Routes  to  School  �n�t�at�ve. 
T�mel�ne:  Ongo�ng.

5.  Work w�th partners to �ncrease fru�ts and vegetables �n 
school meal programs, by develop�ng school gardens, 
farm to school programs, youth farm stands and other 
�n�t�at�ves that prov�de educat�on and fresh produce 
to students and staff. T�mel�ne:  Ongo�ng.

6.  Encourage schools to make pol�cy and env�ronmental 
�mprovements by prov�d�ng recogn�t�on for schools 
that do so: 

a.  Work w�th state partners to develop and launch 
the Michigan Surgeon General’s Healthy School 
Environment Recognition Program.  T�mel�ne: 
September 2005.

b.  Prov�de ass�stance to selected Team Nutr�t�on 
elementary schools �n subm�tt�ng appl�cat�ons to the 
Healthier US School Challenge. T�mel�ne:  Spr�ng 
2006.

7.  Promote w�despread local adopt�on and �mplementat�on 
of M�ch�gan State Board of Educat�on 2003 Pol�c�es 
on offer�ng Healthy Food and Beverages �n Venues 
Outs�de of  the Federally Regulated Ch�ld Nutr�t�on 
Programs, Qual�ty Phys�cal Educat�on and Coord�nated 
School Health Programs. T�mel�ne:  Ongo�ng.

8.  Develop and �mplement a statew�de tra�n�ng course 
and  techn�cal  support  for  food  serv�ce  staff  and 
d�rectors  to  help  schools  �ncrease  re�mbursable 
school meals part�c�pat�on wh�le decreas�ng á la carte 
sales of  less healthy foods. (Fund�ng dependent) 
T�mel�ne:  Tra�n�ngs completed September 2007.

9.  Develop an onl�ne system for the Adolescent Health 
Survey to �dent�fy pre/post behav�or changes �n eat�ng 
and phys�cal act�v�ty �n schools that have completed 
the HSAT. T�mel�ne:  December 2006.

�0. Develop a report�ng system for schools to showcase 
behav�or change result�ng from the�r HSAT act�ons plan. 
(Fund�ng dependent) T�mel�ne:  December 2007.

Setting 2: 
School
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School Strategy 3: Curriculum and Staff 
Development

By 20�0, �ncrease the ava�lab�l�ty and access�b�l�ty of 
h�gh qual�ty nutr�t�on and phys�cal educat�on curr�cular 
for M�ch�gan teachers.

Action to Implement the Strategy

Physical Education
�.  Ra�se awareness of need for phys�cal educat�on five 

t�mes a week for th�rty m�nutes us�ng a qual�ty phys�cal 
educat�on curr�culum such as the Exemplary Phys�cal 
Educat�on Curr�culum (EPEC). T�mel�ne:  Ongo�ng.

2.  Promote use of the EPEC by M�ch�gan teachers v�a 
presentat�ons at  conferences, ema�l  l�stserv, and 
art�cles  �n  profess�onal  journals  and  newsletters. 
T�mel�ne: Ongo�ng.

3.  Update and rev�se EPEC un�ts for grades K-5 (two 
object�ves)  and  complete  the  seven  rema�n�ng 
secondary  level EPEC �nstruct�onal un�ts. (Fund�ng 
dependent) T�mel�ne:  Fall 2008.

5.  Promote and expand recogn�t�on for schools w�th 
qual�ty phys�cal educat�on programs,  �nclud�ng the 
Exemplary Physical Education Award  program. 
T�mel�ne:  Ongo�ng.

6.  Explore a strategy  for add�ng  test�ng on phys�cal 
educat�on ach�evement to the M�ch�gan Educat�onal 
Assessment  Program.  T�mel�ne:  Fall  2006  and 
Ongo�ng.

Nutrition Education/ Health Education
7.  Ra�se awareness of  the need to prov�de nutr�t�on 

educat�on through the prov�s�on of 60 m�nutes per 
week  of  health  educat�on  us�ng  a  qual�ty  health 
educat�on curr�culum  l�ke  the M�ch�gan Model  for 
Comprehens�ve School Health Educat�on Curr�culum. 
T�mel�ne:  Ongo�ng.

8.  Update  K-5  healthy  eat�ng  and  phys�cal  act�v�ty 
modules of the M�ch�gan Model Curr�culum and p�lot 
test rev�sed lessons for 4th and 5th grade. (Fund�ng 
dependent) T�mel�ne: 2007 school year.

9.  Incorporate  MyPyram�d  �nformat�on  �n  the 
M�ch�gan Model Curr�culum for grade levels K-�2. 
T�mel�ne:  2006.

�0. Ident�fy a mechan�sm for �ncorporat�ng �nformat�on on 
decreas�ng screen t�me (telev�s�on, computer, v�deo 
t�me) as part of the M�ch�gan Model Curr�culum, teacher 
references, and fam�ly resource sheets. T�mel�ne:  Fall 
2005.

��. Develop monthly nutr�t�on educat�on act�v�t�es for the 
25 M�ch�gan Schools that rece�ve the Free Fru�t and 
Vegetable Snack Program Grants through USDA. 
T�mel�ne:  Fall 2005 w�th annual updates.

Staff Development for Curricula
�2. Make teacher tra�n�ng for EPEC more access�ble by 

develop�ng tra�n�ng mater�als that may be accessed 
by Internet or on a DVD. T�mel�ne:  Fall 2006.

�3. Integrate nutr�t�on educat�on and phys�cal act�v�ty 
promot�on �nto Engl�sh/Language Arts  �nstruct�on 
us�ng the Team Nutr�t�on resources and commun�cat�on 
channels. (Fund�ng dependent) T�mel�ne:  2007

�4. D�str�bute �nformat�on about healthy eat�ng, phys�cal 
act�v�ty and healthy we�ght to  l�stservs of M�ch�gan 
teachers. T�mel�ne:  Ongo�ng.

Setting 2: 
School
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School Strategy 4: Before and After School 
Activities

By 2008, have a plan �n place to reach out to programs 
and careg�vers of preschool and school age ch�ldren 
and youth  to  �ncrease act�v�ty  levels and promote 
healthy eat�ng dur�ng non academ�c school hours.

Action to Implement the Strategy

�.  Work w�th the M�ch�gan After-School Partnersh�p 
to upgrade after-school programm�ng. 
T�mel�ne:  Ongo�ng.

2.  Work w�th partners to prov�de access to educat�on 
and tra�n�ng for careg�vers and program leaders on 
programs and act�v�t�es to meet the nutr�t�onal and 
phys�cal act�v�ty needs of ch�ldren and youth before 
and after school. T�mel�ne:  2008.

3.  Work  w�th  partners  to  �nvolve  before  and  after 
school  care  g�vers  �n  walk  to  school  act�v�t�es. 
T�mel�ne:  2007.

4.  Promote phys�cal act�v�ty programs l�ke the Choose 
Your Move game to school and commun�ty-based 
after-school  programs  for  ch�ldren  age  9-�3. 
T�mel�ne:  Ongo�ng.

School Strategy 5: Respectful Environments 
and Behaviors

By 2007, formulate a team to ass�st M�ch�gan schools 
�n creat�ng a respectful and car�ng school env�ronment 
for students and staff of all body s�zes and shapes.

Action to Implement the Strategy

�.  Promote prevent�on-based �n�t�at�ves l�ke Coord�nated 
School Health Teams and HSAT and d�scourage 
we�ght-based evaluat�on of student academ�c progress 
or fitness status at school. T�mel�ne:  Ongo�ng.

2.  P�lot  test  and  rev�se  lessons  to  promote  respect 
for self and others—Every Body Is Good (EBIG). 
T�mel�ne:  Spr�ng 2006.

3.  D�str�bute EBIG  free of charge to teachers though 
mult�ple channels. T�mel�ne: Fall  2006.

4.  Develop  a  teacher  �n-serv�ce  module  on  EBIG. 
(Fund�ng dependent) T�mel�ne:  Fall 2006.

5.  Promote w�despread local adopt�on and �mplementat�on 
of the M�ch�gan State Board of Educat�on Pol�c�es 
on Bully�ng (July �9, 200�) and Qual�ty Character 
Educat�on (June 8, 2004), and promote understand�ng 
that  these pol�c�es are appl�cable  to  the  �ssue of 
respect for self and others  �n relat�on to body s�ze 
and shape. T�mel�ne:  Ongo�ng.

Setting 2: 
School
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School Strategy 6: Family Support for Healthy 
Lifestyles 

By 2008, des�gn and �mplement a program to reach out 
to parents of preschool and school aged ch�ldren and 
youth w�th mater�als and resources that w�ll encourage 
healthy eat�ng and phys�cal act�v�t�es as part of fam�ly 
l�fe.

Action to Implement the Strategy

�.  Develop  a  strategy  to  reach  out  to  parents  w�th 
message-re�nforc�ng  mater�als  on  healthy  eat�ng 
and  phys�cal  act�v�ty  through  venues  l�ke  parent 
teacher  conferences.  T�mel�ne:  Summer  2006. 
Implementat�on:  Ongo�ng.

2.  Prov�de Healthy Kids Health Weight: Tips for Families 
with Kids of All Shapes and Sizes (Engl�sh and Span�sh) 
to schools and evaluate best pract�ce methods of 
d�str�but�on for greatest fam�ly �mpact. T�mel�ne:  May 
2006.

3.  Work w�th partners to encourage student and parent 
phys�cal act�v�ty programs such as walk�ng programs 
and pedometer challenges  to encourage walk�ng 
w�th�n the fam�ly. T�mel�ne:  Ongo�ng.

4.  Work w�th partners to support fam�ly-based nutr�t�on 
and phys�cal act�v�ty educat�on through fam�ly book 
bags sent home  through schools and careg�vers. 
(Fund�ng dependent) T�mel�ne:  2007.

5.  Explore  methods  to  encourage  �n-home  fam�ly 
meals  as  a  means  to  encourage  healthy  eat�ng. 
T�mel�ne:  Ongo�ng.

School Strategy 7: Partner Collaboration

By  the  end  of  2005,  assure  coord�nat�on  and 
collaborat�on of ex�st�ng state-level groups, agenc�es, 
and organ�zat�ons work�ng on pol�cy and env�ronmental 
changes that enable health�er eat�ng and phys�cal 
act�v�ty/educat�on �n school sett�ngs.

Action to Implement the Strategy

�.  Schedule quarterly �nformat�on exchange among School 
Health Partners to �ncrease commun�cat�on, strengthen 
partnersh�ps and to fac�l�tate prov�d�ng cons�stent 
messages to schools. T�mel�ne:  Ongo�ng.

2.  Use  M�ch�gan  Act�on  for  Healthy  K�ds  Steer�ng 
Comm�ttee,  M�ch�gan  Team  Nutr�t�on  Steer�ng 
Comm�ttee and M�ch�gan Steps Up School Group 
Meet�ngs to prov�de updates on state level �n�t�at�ves. 
T�mel�ne: Ongo�ng.

3.  Reach agreement among state-level partners on a 
collaborat�ve fund�ng strategy for local healthy school 
env�ronment �n�t�at�ves, and on cons�stent requ�rements 
when offer�ng grants to schools. T�mel�ne: January 
2006.

4.  Develop an onl�ne system to share M�ch�gan school 
success stor�es of pol�cy and env�ronmental changes 
made �n the areas of healthy eat�ng and phys�cal 
act�v�ty. (Fund�ng dependent) T�mel�ne:  December 
2005.

5.  Implement an onl�ne mechan�sm to fac�l�tate the shar�ng 
of programs and resources among organ�zat�ons. 
(Fund�ng dependent) T�mel�ne:  September 2005.

6.  Explore a strategy for creat�ng a nutr�t�on and phys�cal 
educat�on M�ch�gan Educat�onal Assessment Program 
test. T�mel�ne:  Fall 2006 and Ongo�ng.

Setting 2: 
School
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Implementation Partners for School Strategies

•  C.S. Mott Group for Susta�nable Food Systems 
at M�ch�gan State Un�vers�ty

•  Governor’s Counc�l on Phys�cal F�tness, Health 
and Sports

•  M�ch�gan Act�on for Healthy K�ds Coal�t�on
•  M�ch�gan Department of Commun�ty Health
•  M�ch�gan Department of Educat�on
•  M�ch�gan D�abetes Outreach Network
•  M�ch�gan State Un�vers�ty Extens�on
•  M�ch�gan Steps Up School Stakeholder Group
•  M�ch�gan Team Nutr�t�on
•  Un�ted Da�ry Industry of M�ch�gan

Setting 2: 
School
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Objective

By 2010, increase by 200 the number of Michigan 
employers with specific policies or practices that 
support healthy eating habits and physically active 
lifestyles.

Business Strategy 1: Assessment, Planning, 
and Policy

Increase  by  50  per  year  the  number  of  bus�ness 
partners who are assess�ng works�te env�ronments, 
creat�ng act�on plans, and develop�ng pol�c�es to create 
healthy bus�ness env�ronments.

Action to Implement the Strategy

�.  Prov�de  gu�dance  and  techn�cal  ass�stance  to 
works�te wellness teams us�ng the Des�gn�ng Healthy 
Env�ronments at Work  (DHEW) assessment  and 
plann�ng tool. T�mel�ne:  Ongo�ng.

2.  Gather ex�st�ng works�te wellness resources to use �n 
the creat�on of a bus�ness toolbox, �nclud�ng ev�dence-
based or prom�s�ng works�te healthy we�ght programs. 
T�mel�ne:  2006.

3.  Create a forum for �nformat�on exchange and d�ssem�nat�on 
of  ev�dence-based  tools  for  bus�ness  wellness. 
T�mel�ne:  2006.

4.  Create  a  mentor�ng  veh�cle  for  employers  to 
share  effect�ve  bus�ness  wellness  �ntervent�ons. 
T�mel�ne:  2006.

5.  Increase  the  number  of  bus�nesses  that  have  a 
works�te wellness team. T�mel�ne:  Ongo�ng.

6.  Develop gu�del�nes for ways bus�nesses can support 
breastfeed�ng. T�mel�ne:  Fall 2006.

7.  Work to create a system to prov�de wellness expert�se 
to small bus�nesses.  T�mel�ne:  2008.

8.  Enhance the current recogn�t�on system for bus�nesses 
that  �mprove works�te pol�c�es and env�ronments to 
support healthy l�festyle. T�mel�ne:  Fall 2006.

9.  Update the ex�st�ng healthy workplace recogn�t�on 
systems to be cons�stent w�th the DHEW tool and 
market recogn�t�on opportun�t�es. T�mel�ne:  Spr�ng 
2007.

�0. Des�gn  a  system  for  systemat�cally  collect�ng 
�nformat�on about works�te �mprovements �n pol�c�es 
and  env�ronments  that  support  healthy  l�festyles. 
T�mel�ne:  Fall 2007.

��. Gather, comp�le, and d�str�bute to employers data 
and  mater�als  that  adequately  quant�fy  return  on 
�nvestment (ROI) for bus�nesses �n  �mplement�ng 
works�te wellness pol�c�es, programs, and pract�ces 
related to phys�cal act�v�ty and nutr�t�on. T�mel�ne:  Fall 
2006, w�th updates as needed.

�2. Create connect�ons and prov�de gu�dance to hosp�tal 
commun�ty wellness programs �n ass�st�ng bus�nesses 
w�th wellness programm�ng and serv�ces to support 
phys�cal act�v�ty and healthy eat�ng. T�mel�ne:  Fall 
2005 and Ongo�ng.

�3. Evaluate and �mprove the DHEW assessment tool. 
T�mel�ne:  Evaluate  �n Summer 2006, w�th annual 
rev�ew and update as appropr�ate.

Setting 3: 
Business

3. Business Setting

Businesses encourage and support healthy eating habits and 
physically active lifestyles for employees.
Adults spend a large portion of their waking hours at work. The environment created within the worksite itself 
can have an impact on the health of employees. The physical health of employees affects the fiscal health of 
any business.
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Business Strategy 2: Healthy Eating Supports

Increase by 25 per year the number of bus�nesses that 
have �mplemented pol�c�es, programs or pract�ces to 
support and encourage healthy eat�ng hab�ts. 

Action to Implement the Strategy

�.  Ident�fy and d�ssem�nate tools that support healthy 
eat�ng at the works�te. T�mel�ne:  Spr�ng 2006 and 
Ongo�ng.

2.  Develop and d�ssem�nate gu�del�nes for prov�d�ng 
healthy  and  affordable  food  cho�ces  �n  works�te 
vend�ng mach�nes and cafeter�as. T�mel�ne:  W�nter 
2005 and Ongo�ng.

3.  Prov�de gu�dance for creat�ng an env�ronment that 
encourages healthy home packed snacks and meals. 
T�mel�ne:  Spr�ng 2006.

4.  Where  feas�ble,  fac�l�tate  employee  purchase  of 
fresh, locally grown produce by prov�d�ng gu�dance 
and tools for the development of works�te produce 
stands, drop off po�nts for products of commun�ty 
supported agr�culture, and farm to cafeter�a �n�t�at�ves. 
T�mel�ne:  Summer 2006 and Ongo�ng thereafter.

5.  Encourage bus�nesses to adopt pol�ces that support 
breastfeed�ng by employees. T�mel�ne:  Ongo�ng.

Business Strategy 3: Physical Activity Supports  

Increase by 25 per year the number of bus�nesses 
that have �mplemented pol�cy, programs, pract�ces 
or env�ronmental changes to support and encourage 
phys�cally act�ve l�festyles.

Action to Implement the Strategy

�.  Prov�de  gu�del�nes  and  tools  for  promot�ng  and 
support�ng non-motor�zed commutes to work (safety 
aud�ts,  prov�d�ng  b�cycle  racks,  lockers,  financ�al 
�ncent�ves, etc). T�mel�ne:  Spr�ng 2006.

2.  Prov�de gu�dance, tools and best pract�ce examples of 
works�te supports for phys�cal act�v�ty such as walk�ng 
tra�ls, fitness rooms, showers, sta�rwell �mprovements, 
walk�ng compet�t�ons, etc. T�mel�ne:  Summer 2006.

3.  Prov�de gu�dance for the development of works�te 
pol�c�es  that  encourage  phys�cal  act�v�ty  such 
as  flex-t�me,  walk�ng  breaks,  walk�ng  meet�ngs, 
�nsurance prem�um breaks for act�ve employees, etc. 
T�mel�ne:  Spr�ng 2006.

Implementation Partners for Business 
Strategies

•  Amer�can Cancer Soc�ety, M�ch�gan Chapter
•  Amer�can Heart Assoc�at�on M�dwest Affil�ate
•  C. S. Mott Group for Susta�nable Food Systems 

at M�ch�gan State Un�vers�ty
•  Governor’s Counc�l on Phys�cal F�tness, Health 

and Sports
•  League of M�ch�gan B�cycl�sts
•  M�ch�gan Department of Commun�ty Health
•  M�ch�gan D�abetes Outreach Network
•  M�ch�gan Health and Hosp�tal Assoc�at�on
•  M�ch�gan  Steps  Up  Bus�ness  Stakeholder 

Group

Setting 3: 
Business
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Objective 

By 2010, increase by 100 the number of African 
American churches and by 30 the number of other 
(non-African American) faith-based organizations 
that have made changes to policies, programs 
and practices that encourage as well as enhance 
opportunities for physically active lifestyles and 
healthy eating habits.

Faith Community Strategy 1: Health Ministry

By  20�0,  �ncrease  by  50  the  number  of  Afr�can 
Amer�can Churches that have formed a health m�n�stry 
that promotes healthy eat�ng and phys�cal act�v�ty at 
all l�fe stages.

Action to Implement the Strategy

�.  Ident�fy  churches  that  have  a  health  m�n�stry, 
study the�r strengths and challenges, and prov�de 
techn�cal  ass�stance  to enhance current m�n�stry. 
T�mel�ne:  Summer 2006 and Ongo�ng.

2.  For churches w�thout health m�n�str�es, develop and 
offer techn�cal ass�stance for establ�sh�ng a health 
m�n�stry us�ng var�ous models. T�mel�ne:  Fall 2006 
and Ongo�ng.

Faith Community Strategy 2: Assessment and 
Planning 

By 20�0 at  least 50 Afr�can Amer�can churches w�ll 
have used a standard�zed assessment and plann�ng 
�nstrument to evaluate the�r efforts to promote healthy 
eat�ng and phys�cal act�v�ty.  

Action to Implement the Strategy

�.  Create  a  fa�th-based  assessment  and  plann�ng 
�nstrument to help health m�n�str�es or par�sh nurse 
m�n�str�es assess a church’s efforts to promote healthy 
eat�ng and phys�cal act�v�ty. T�mel�ne:  Spr�ng 2007.

2.  P�lot test and rev�se the tool based on �nput from users. 
T�mel�ne:  Summer 2007.

3.  D�ssem�nate  and  encourage  use  of  the  tool  by 
health m�n�str�es to develop ph�losoph�es or pol�c�es 
around healthy food and �ncreased phys�cal act�v�ty 
opportun�t�es for cons�derat�on by church leadersh�p. 
T�mel�ne:  Fall 2007 and Ongo�ng.

Setting 4: 
Faith

4. Faith-Based Setting

Faith-based organizations inspire healthy eating habits and 
physically active lifestyles as part of spiritual wholeness.
Rates of obesity among African Americans, especially women, are particularly high compared to other population 
groups. Since churches are respected sources of guidance in the African American community, they are 
appropriate settings to inspire healthy lifestyles. To reduce health disparities, highest priority is placed on 
supporting African American churches in healthy lifestyle initiatives. Furthermore, faith-based organizations 
present promising opportunities for reaching other populations with disproportionate burdens of obesity. 
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Faith Community Strategy 3: Healthy Eating 
Supports

By 20�0, �ncrease by 50 the number of Afr�can Amer�can 
church congregat�ons that create opportun�t�es for and 
encourage healthy eat�ng hab�ts at all l�fe stages as a 
part of church l�fe and pract�ce.

Action to Implement the Strategy

�.  Develop and d�ssem�nate gu�dance for establ�sh�ng 
church  pol�c�es  and  nutr�t�on  educat�on  to 
promote serv�ng health�er meals at church events. 
T�mel�ne:  Spr�ng 2006.

2.  Ident�fy and make ava�lable to churches tra�n�ng and 
resources for k�tchen comm�ttees �n prepar�ng health�er 
meals at church events (e. g., cook�ng demonstrat�ons). 
T�mel�ne:  Spr�ng 2006 and Ongo�ng.

3.  Increase  awareness  of  and  adopt�on  of  ex�st�ng 
research-based  culturally  appropr�ate  programs 
to  �ncrease consumpt�on of fru�ts & vegetables at 
all  church  act�v�t�es.  T�mel�ne:  W�nter  2006  and 
Ongo�ng.

4.  Prov�de gu�dance, support and tra�n�ng to churches 
for establ�sh�ng fru�t and vegetable gardens, fru�t and 
vegetable m�n� marts, commun�ty supported agr�culture 
(CSA’s) or other  d�str�but�on po�nts to enhance access 
to produce. T�mel�ne:  Fall 2006 and Ongo�ng.

Faith Community Strategy 4:  Physical Activity 
Supports

 By 20�0, �ncrease by 50 the number of Afr�can Amer�can 
Churches that create opportun�t�es for phys�cal act�v�ty 
as part of church l�fe and pract�ce at all l�fe stages.

Action to Implement the Strategy

�.  Increase awareness of the �mportance of phys�cal 
act�v�ty to health and wholeness �n all stages of l�fe. 
T�mel�ne:  W�nter 2006 and Ongo�ng.

2.  Increase  awareness  of  and  adopt�on  of  ex�st�ng 
research-based  culturally  appropr�ate  programs 
to  �ncrease phys�cal act�v�ty as part of church l�fe. 
T�mel�ne:  Spr�ng 2006 and Ongo�ng.

3.  D�ssem�nate tools to help churches coord�nate greater 
access to local fac�l�t�es such as local recreat�on, parks, 
schools and malls for use by church members for 
phys�cal act�v�ty. T�mel�ne:  Summer 2006.

4.  Develop and d�ssem�nate gu�dance to help churches 
support low �mpact phys�cal act�v�t�es such as walk�ng 
clubs, prayer walks, pra�se aerob�cs, softball teams, 
and mall walk�ng, �nclud�ng relevant �njury prevent�on 
gu�del�nes. T�mel�ne:  W�nter 2006 and Ongo�ng.

Faith Community Strategy 5: Expanding 
Faith Based Initiatives to Other Populations 
Experiencing Disparities

By 20�0, �ncrease the var�ety of fa�th based �n�t�at�ves 
to  �nclude other populat�ons w�th d�sproport�onate 
burdens of overwe�ght and obes�ty.

Action to Implement the Strategy

�.  Work w�th commun�ty and fa�th  leaders from other 
populat�ons to determ�ne the most effect�ve ways to 
�ncorporate healthy l�festyle promot�on �nto the�r fa�th 
pract�ces. T�mel�ne:  Summer 2006 and Ongo�ng.

2.  Ident�fy  and  d�ssem�nate  culturally  appropr�ate 
approaches and mater�als to promote healthy food 
cho�ces and �ncreased phys�cal act�v�ty through all 
stages of l�fe. T�mel�ne:  Spr�ng 2007.

3.  Ass�st �n connect�ng var�ous par�sh nurse programs 
from around the state to fac�l�tate the strengthen�ng 
and propagat�on of par�sh nurse m�n�str�es across the 
state. T�mel�ne:  Fall 2006.

Setting 4: 
Faith
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Implementation Partners for Faith-Based 
Strategies

•  Amer�can Cancer Soc�ety M�ch�gan Chapter
•  Amer�can Heart Assoc�at�on M�dwest Affil�ate
•  C.S. Mott Group for Susta�nable Food Systems 

at M�ch�gan State Un�vers�ty
•  M�ch�gan Department of Commun�ty Health
•  M�ch�gan D�abetes Outreach Network
•  M�ch�gan Publ�c Health Inst�tute
•  M�ch�gan Steps Up Fa�th Based Stakeholder 

Group
•  Par�sh Nurse Networks
•  Sag�naw Valley State Un�vers�ty Nurs�ng 

Program
•  St. John Health

Setting 4: 
Faith
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Objective

By 2010, increase by 500 the number of primary 
care providers in Michigan who are practicing in a 
healthcare environment that supports primary and 
secondary prevention for obesity through healthy 
eating and physical activity among patients and 
staff.

Healthcare Strategy 1: Systems Change for 
Primary Care

By 2006, develop and beg�n �mplement�ng a strateg�c 
act�on plan that w�ll focus on �ncorporat�ng prevent�on 
�nto rout�ne pr�mary care �n M�ch�gan w�th an emphas�s 
on  support�ng healthy  eat�ng,  �ncreas�ng phys�cal 
act�v�ty, and stopp�ng tobacco use.

Action to Implement the Strategy

�.  Support  the statew�de, broad-based group of key 
stakeholders who can �nfluence the pr�mary care 
system �n M�ch�gan. T�mel�ne:  2006-20�0.

2.  Develop a strateg�c act�on plan to address five pr�or�ty 
barr�ers to prevent�on �n pr�mary care:  (�) �nadequate 
re�mbursement systems, (2) mult�ple gu�del�nes, (3) 
lack of access to comprehens�ve pat�ent data base, (4) 
�nadequate referral to all�ed health and to commun�ty 
resources and (5) emphas�s on ep�sod�c rather than 
rout�ne care. T�mel�ne:  July 2005.

3.  Beg�n  �mplement�ng strateg�es to resolve statew�de 
barr�ers. (Fund�ng dependent) T�mel�ne:  Apr�l 2006.

4.  Mod�fy  strateg�es  as  needed  and  cont�nue  full 
�mplementat�on. T�mel�ne:  2006-20�0.

Healthcare Strategy 2: Evidence-Based 
and Promising Prevention Tools for Use by 
Providers

By 2006, M�ch�gan w�ll have �n place a w�dely-used 
system to  �mprove access to ev�dence-based and 
prom�s�ng prevent�on tools and mater�als for healthcare 
prov�ders �n M�ch�gan.

Action to Implement the Strategy

�.  Ident�fy relevant consensus documents, ev�dence-
based  and  prom�s�ng  tools  and  mater�als  for 
healthy  l�festyle  promot�on  �n  the  cl�n�cal  sett�ng. 
T�mel�ne:   In�t�al rev�ew complete �n February 2005. 
Complete updates at 6-month �ntervals.

2.  Promote use of a web-based mechan�sm l�nked to 
the M�ch�gan Steps Up Healthy L�festyle Campa�gn 
that posts these ev�dence-based and prom�s�ng tools 
and mater�als for easy access by healthcare prov�ders 
�n M�ch�gan. T�mel�ne:  Webs�te up February 2005. 
Promot�on and updat�ng ongo�ng.

3.  Ident�fy  h�gh-qual�ty,  culturally  sens�t�ve  pat�ent 
educat�on mater�als su�table for low l�teracy pat�ents 
and underserved ethn�c groups, address�ng phys�cal 
act�v�ty and healthy eat�ng, and get them �nto the 
hands of  healthcare prov�ders �n M�ch�gan. Include 
mater�als su�table for use �n all areas of healthcare 
wa�t�ng rooms, exam rooms, etc. T�mel�ne:  Mater�als 
�dent�fied by June 2006. D�str�but�on 2006-2007.

4.  Ma�nta�n a system for shar�ng �nformat�on among 
prov�ders and health care �nst�tut�ons about prevent�on 
strateg�es and programs that are be�ng �mplemented. 
T�mel�ne:  Ongo�ng.

Setting 5: 
Healthcare

5. Healthcare Setting

Healthcare providers routinely promote healthy eating and 
physical activity for patients and staff.
Patients and families turn to healthcare providers for help with overweight, obesity and related physical problems 
despite the shortage of proven treatment tools. Healthcare providers can have meaningful roles in prevention, 
early detection, and management of obesity.   
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5.  Mon�tor fam�ly h�story �n�t�at�ves �n pr�mary care and 
the use of personal�zed  health messages that could 
mot�vate pat�ents toward more aggress�ve prevent�ve 
measures  for  obes�ty  or  other  nutr�t�on-related 
cond�t�ons. T�mel�ne:  2007.

Healthcare Strategy 3: Consensus Guidelines 
for Childhood Obesity Management

By 2006, M�ch�gan profess�onal assoc�at�ons, standard-
sett�ng organ�zat�ons, and publ�c agenc�es w�ll reach 
consensus on recommendat�ons for early detect�on 
and management of overwe�ght �n ch�ldren.

Action to Achieve Strategy

�.  Ident�fy relevant consensus documents and research 
reports  on  early  detect�on  and  management 
of  ch�ldhood  obes�ty  for  use  �n  cl�n�cal  sett�ngs, 
address�ng the �ssue of soc�al determ�nants of obes�ty. 
T�mel�ne:  Fall 2005.

2.  Develop M�ch�gan consensus recommendat�ons for 
detect�on and management of overwe�ght �n ch�ldren, 
us�ng  a  process  that  �nvolves  ped�atr�c  experts, 
major stakeholder groups and the M�ch�gan Qual�ty 
Improvement Consort�um. T�mel�ne:  Spr�ng 2006.

3.  Work w�th M�ch�gan Qual�ty Improvement Consort�um 
staff to �ncorporate consensus recommendat�on, where 
appropr�ate, �nto the�r new gu�del�ne on “Management 
of  Overwe�ght  �n  Ch�ldren.”  T�mel�ne:  Summer 
2006.

4.  Publ�sh the consensus recommendat�ons, and publ�c�ze 
them through regular commun�cat�on veh�cles of major 
stakeholder groups. T�mel�ne:  Fall 2006.

Healthcare Strategy 4: Childhood Obesity 
Prevention in Healthcare.

By 20�0, �ncrease by 200 the number of healthcare 
prov�ders �mplement�ng ch�ldhood obes�ty prevent�on 
measures �n the�r cl�n�cal pract�ces.

Action to Achieve Strategy

�.  Ident�fy  ev�dence-based  and  prom�s�ng  tools  for 
prevent�ng ch�ldhood overwe�ght �n cl�n�cal pract�ce. 
T�mel�ne:  Spr�ng 2006.

2.  Publ�c�ze and make the tools ava�lable to health care 
prov�ders �n M�ch�gan. T�mel�ne:  Spr�ng 2006.

3.  Ident�fy and make ava�lable ev�dence-based tools for 
encourag�ng breastfeed�ng—for health care systems, 
health care prov�ders, and publ�c health channels. 
T�mel�ne:  Fall 2006.

4.  Promote breastfeed�ng among part�c�pants �n the Spec�al 
Supplemental Nutr�t�on Program for Women, Infants, and 
Ch�ldren (WIC) by expand�ng the peer-counsel�ng program 
and �mplement�ng the Lov�ng Support peer counselor 
tra�n�ng. T�mel�ne:  2007.

5.  Collaborate  w�th  M�ch�gan’s  WIC  program  as  �t 
�mplements  �ts plan  to strengthen healthy we�ght 
components of WIC.
a.  Implement a 5 A Day for Better Health Program 

ta�lored to WIC cl�ents. T�mel�ne:  Fall 2005.
b.  Enhance  phys�cal  act�v�ty  educat�on  for  WIC 

cl�ents  through  assessment  of  current  phys�cal 
act�v�ty  promot�on pract�ces �n local agenc�es and 
encourag�ng use of the �nternet educat�onal module 
on phys�cal act�v�ty. T�mel�ne:  2006.

c.  Increase access of WIC fam�l�es to healthy food 
cho�ces by �ncreas�ng redempt�on of Project Fresh 
coupons and strengthen�ng collaborat�on w�th food 
banks and commun�ty gardens. T�mel�ne:  2006.

d.  Conduct staff tra�n�ng on more effect�ve ways to 
address healthy we�ght and the feed�ng relat�onsh�p. 
T�mel�ne:  2007

6.  Re-evaluate  MDCH  fam�ly  educat�on  for  healthy 
we�ght mater�als (Healthy K�ds, Healthy We�ght) for 
cons�stency w�th new M�ch�gan consensus gu�del�nes, 
rev�se �f needed and make them ava�lable to healthcare 
prov�ders �n M�ch�gan. T�mel�ne:  Spr�ng 2007.

Setting 5: 
Healthcare
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Healthcare Strategy 5: Safe Weight Loss, Adults

By 2007, M�ch�gan’s major healthcare standard-sett�ng 
organ�zat�ons  w�ll  reach  consensus  on  updat�ng 
gu�del�nes for management of overwe�ght and obes�ty 
�n adults.

Action to Achieve Strategy

�.  Ident�fy relevant consensus documents and emerg�ng 
research  l�terature  on  adult we�ght  loss  methods 
�nclud�ng  un�ntended  s�de  effects.  T�mel�ne:  Fall 
2005–Summer 20�0.

2.  Update the �990 consensus document Toward Safe 
Weight Loss: Recommendations for Adult Weight Loss 
Programs in Michigan. T�mel�ne:  Spr�ng 2006.

3.  Work w�th M�ch�gan Qual�ty Improvement Consort�um 
staff  to  �ncorporate  rev�sed  recommendat�ons as 
appropr�ate �nto the 2007 update of the�r “Management 
of Overwe�ght and Obes�ty Gu�del�ne.” T�mel�ne:  Fall 
2007.

4.  Publ�sh the recommendat�ons, and publ�c�ze them 
through the regular commun�cat�on veh�cles of major 
stakeholder groups. T�mel�ne:  Fall 2007.

5.  Ident�fy h�gh-qual�ty, culturally sens�t�ve adult pat�ent 
educat�on mater�als su�table for low l�teracy pat�ents 
and underserved ethn�c groups on we�ght management 
cons�stent w�th new M�ch�gan consensus gu�del�nes 
and get them �nto the hands of healthcare prov�ders 
�n M�ch�gan. T�mel�ne:  Mater�als �dent�fied by January 
2008. D�str�but�on 2008-20�0.

Healthcare Strategy 6: Recognition for 
Prevention in Healthcare

By 2006, the State of M�ch�gan w�ll offer a h�ghly v�s�ble 
event to publ�cly recogn�ze health care prov�ders and 
organ�zat�ons that have �ncorporated nutr�t�on and 
phys�cal act�v�ty prevent�ve measures for pat�ents and 
office staff �nto the�r rout�ne pract�ces.

Action to Implement the Strategy

�.  Reach consensus among partners as to cr�ter�a for 
rece�v�ng recogn�t�on and a system of ver�ficat�on that 
cr�ter�a have been met. T�mel�ne:  Fall 2005.

2.  Develop an appl�cat�on process, �nclud�ng a plan for 
publ�c�z�ng the award and �ts rec�p�ents. T�mel�ne:  Fall 
2005.

3.  Ident�fy a venue and format for h�gh-v�s�b�l�ty events, 
and  hold  one  annually.  (Fund�ng  dependent) 
T�mel�ne:  Fall 2006 and annually thereafter.

Healthcare Strategy 7: Provider Awareness 

By  2008,  ra�se  the  awareness  among  M�ch�gan 
healthcare prov�ders of the �mportance of phys�cal act�v�ty 
and healthy eat�ng to the prevent�on of obes�ty.

Action to Implement the Strategy

�.  Publ�c�ze nat�onal and state consensus gu�del�nes 
regard�ng prevent�on and  treatment of obes�ty  to 
M�ch�gan health care prov�ders. T�mel�ne:  W�nter 
2007.

2.  Encourage schools of h�gher educat�on to �ncorporate 
healthy l�festyle content �nto academ�c tra�n�ng curr�cula 
for health profess�ons. T�mel�ne:  Ongo�ng.

3.  Explore ways to �ncorporate healthy l�festyle content 
�nto  health  profess�onal  credent�al�ng  exams. 
T�mel�ne:  2008.

4.  Track  evolv�ng  sc�ence  and  research  related  to 
obes�ty et�ology and prevent�on (e.g., stress, rac�sm, 
food  �nsecur�ty,  nutr�-genom�cs)  and  publ�c�ze 
relevant  find�ngs  to healthcare prov�ders  through 
web-based channels (See Healthcare Strategy 2). 
T�mel�ne:  Ongo�ng.

Setting 5: 
Healthcare
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Healthcare Strategy 8: Health Risk Appraisals

By 2008, an onl�ne val�dated health r�sk appra�sal 
(HRA) that  �ncludes nutr�t�on and phys�cal act�v�ty 
w�ll be cons�stently ava�lable to M�ch�gan healthcare 
prov�ders for use w�th the�r pat�ents.

Action to Implement the Strategy

�.  Conduct a p�lot test for mak�ng ava�lable the Un�vers�ty 
of M�ch�gan Health Management Research Center 
HRA on the M�ch�gan Steps Up webs�tes, for use 
by healthcare partners and c�t�zens. T�mel�ne:  Fall 
2005.

2.  Establ�sh a system of report�ng pat�ent HRA results 
to healthcare prov�ders. T�mel�ne:  Spr�ng 2006.

3.  Seek fund�ng to open the HRA statew�de. 
T�mel�ne:  2006.

4.  Promote the HRA to healthcare prov�ders and c�t�zens. 
(Fund�ng dependent) T�mel�ne:  2006–20�0.

Implementation Partners for Health Care 
Strategies

•  M�ch�gan Assoc�at�on of Nurse Pract�t�oners
•  M�ch�gan Department of Commun�ty Health 
•  M�ch�gan Health and Hosp�tal Assoc�at�on
•  M�ch�gan D�abetes Outreach Network
•  M�ch�gan Nurses Assoc�at�on
•  M�ch�gan Osteopath�c Assoc�at�on
•  M�ch�gan Pr�mary Care In�t�at�ve
•  M�ch�gan Qual�ty Improvement Consort�um
•  M�ch�gan State Med�cal Soc�ety
•  MI Steps Up Healthcare Stakeholder Group 

Setting 5: 
Healthcare
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Appendix 1: Selected Data Describing Weight, Nutrition 
and Physical Activity in Michigan

Table 1
Summary of Available Michigan Data 

Prevalence of 
At Risk of Overweight, Overweight and Obesity

by Age Group and Race/Ethnicity
June 2005

Age Group White Black Hispanic

2–<5a At R�sk �7%
Overwe�ght �3%

At R�sk �3.7%
Overwe�ght �0.7%

At R�sk �8%
Overwe�ght �7.9%

6–�� No M�ch�gan Data No M�ch�gan Data No M�ch�gan Data

H�gh Schoolb At R�sk �4%
Overwe�ght ��%

At R�sk 2�%
Overwe�ght �7%

At R�sk �6%
Overwe�ght �7%

�8–34c Overwe�ght 30.5% 
Obese �7%

Overwe�ght 24.7% 
Obese 25.7%

No M�ch�gan Data

35–54c Overwe�ght 36.7%
Obese 28.�%

Overwe�ght 33.6%
Obese 4�.9%

No M�ch�gan Data

55+c Overwe�ght 40.8% 
Obese 25.5%

Overwe�ght 39.2% 
Obese 3�.�%

No M�ch�gan Data

Note:  BMI, body mass �ndex, �s defined as we�ght (�n k�lograms) d�v�ded by he�ght (�n 
meters) squared [we�ght �n k�lograms/(he�ght �n meters)2]. For adults, overwe�ght refers 
to BMI greater than or equal to 25.0, but less than 30, and obese refers to BMI greater 
than or equal to 30. For ch�ldren, at r�sk of overwe�ght means a BMI-for-Age between the 
85th and 95th percent�le and overwe�ght means a BMI-for-Age at or above the 95th percen-
t�le—based on BMI-for-Age growth charts publ�shed by the Centers for D�sease Control 
and Prevent�on.

Sources:
aPediatric Nutrition Surveillance System, 2003, Michigan Department of Community Health 
bMichigan Youth Risk Behavior Survey, 2003 (self-reported), Michigan Department of Education 
cMichigan Behavioral Risk Factor Survey, 2004 (self-reported), Michigan Department of Community Health

Appendix 1
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Figure 1
Prevalence of Overweight, Obesity and Extreme Obesity

Michigan Adults, 1987-2002

Note: BMI, body mass index, is deined as witht (in kilograms) divided by height (in meters) squared [weight in 
kilograms/(height in meters)2]
Source: Michigan Behavioral Risk Factor Survey, Michigan Department of Community Health
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Table 2
Self-Reported Weight Status

Michigan Adults, 2004

Demographic
Characteristics Obesea Overweightb

%
95%  

Confidence 
Interval

%
95%  

Confidence 
Interval

Total 25.5 (24.0–26.9) 35.5 (33.9–37.1)

Age

�8–24 �3.5 (9.8–�8.3) 26.9 (2�.7–32.9)

25–34 22.3 (�8.7–26.4) 33.4 (29.�–38.0)

35–44 28.6 (25.3–32.0) 35.� (3�.7–38.6)

45–54 3�.7 (28.5–35.�) 36.2 (33.0–39.6)

55–64 3�.9 (28.5–35.6) 4�.8 (38.�–45.6)

65–74 25.9 (22.4–29.8) 39.9 (35.8–44.2)

75 + �7.4 (�4.�–2�.3) 37.7 (33.2–42.3)

Gender

Male 24.9 (22.8–27.3) 42.2 (39.7–44.7)

Female 26.0 (24.2–27.8) 29.0 (27.�–30.9)

Race

Wh�te 24.2 (22.7–25.7) 36.3 (34.6–38.0)

Black 33.6 (28.6–39.�) 3�.8 (26.9–37.2)

Education

Less than h�gh school 30.� (24.9–35.8) 34.0 (28.5–40.0)

H�gh school graduate 30.3 (27.7–33.�) 35.2 (32.3–38.�)

Some college 27.6 (24.9–30.5) 33.3 (30.4–36.3)

College graduate �7.� (�5.0–�9.3) 38.6 (35.8–4�.5)

Household Income

< $20,000 32.7 (28.8–36.9) 3�.4 (27.2–35.8)

$20,000–$34,999 29.� (25.9–32.5) 34.6 (3�.�–38.3)

$35,000–$49,999 25.6 (22.0–29.5) 36.7 (32.6–40.9)

$50,000–$74,999 27.3 (23.8–3�.�) 35.� (3�.4–39.0)

$75,000 + 20.0 (�7.2–23.�) 40.� (36.7–43.6)

Note:  BMI, body mass �ndex, �s defined as we�ght (�n k�lograms) d�v�ded by he�ght (�n 
meters) squared [we�ght �n k�lograms/(he�ght �n meters)2].
a  BMI greater than or equal to 30.
b  BMI greater than or equal to 25.0, but less than 30.

Source: Preliminary Estimate, Michigan Behavioral Risk Factor Survey, Michigan Department of Community Health
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Figure 2
Prevalence of Overweighta, U.S. Children

By Age, Gender, Race/Ethnicity
1999-2002

a Overweight means a BMI-for-Age at or above the 95th percentile—based on BMI-for-Age growth charts published 
by the Centers for Disease Control and Prevention. BMI, body mass index, is defined as weight (in kilograms) 
divided by height (in meters) squared [weight in kilograms/(height in meters)2].

Source: National Health and Nutrition Examination Survey (NHANES)

Figure 3
Perception of Weight Compared with Actual Weight Statusa

Michigan Students Grades 9-12, 2003

a Weight Status: At risk of overweight means a BMI-for-Age between the 85th and 95th percentile. Overweight 
means a BMI-for-Age at or above the 95th percentile—based on BMI-for- Age growth charts published by the 
Centers for Disease Control and Prevention. BMI, body mass index, is defined as weight (in kilograms) divided by 
height (in meters) squared [weight in kilograms/(height in meters)2 ].

Source: Michigan Youth Risk Behavior Survey, 1993, Michigan Department of Education
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Figure 4
Unsafe Weight Control Strategies Used by Michigan Students Grades 9-12, 2003

Source: Michigan Youth Risk Behavior Survey, 2003, Michigan Department of Education

Figure 5
Selected Nutrition and Physical Activity Behaviors, by Gender,

Michigan Students Grades 9-12, 2003

Source: Michigan Youth Risk Behavior Survey, 2003, Michigan Department of Education
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Figure 6
Percent of Adults Failing to Meet Recommendationsa 

for Eating and Physical Activity, by Weight Statusb 
Michigan, 2002

a  Adults were class�fied as fa�l�ng to meet recommendat�ons �f they reported eat�ng fewer than five 
serv�ngs of fru�ts and vegetables per day, or �f they reported gett�ng ne�ther 30 m�nutes of moderate 
phys�cal act�v�ty 5 days per week nor 20 m�nutes of v�gorous phys�cal act�v�ty three days per week. 
Underwe�ght adults were excluded from th�s analys�s.
b  We�ght status:  BMI, body mass �ndex, �s defined as we�ght (�n k�lograms) d�v�ded by he�ght (�n 
meters) squared [we�ght �n k�lograms/(he�ght �n meters)2]. For adults, normal we�ght refers to a BMI 
greater than or equal to �8.5, but less than 25. Overwe�ght refers to BMI greater than or equal to 
25.0, but less than 30. Obese refers to BMI greater than or equal to 30. Underwe�ght adults were 
excluded from th�s analys�s.

Source: Michigan Behavioral Risk Factor Survey 2002, Michigan Department of Community Health
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July 1, 2005–June 30, 2006

The M�ch�gan Department of Commun�ty Health w�ll �mplement a targeted �ntervent�on for obes�ty prevent�on 
�n 2005–2006.

Priority Population. Accord�ng to prel�m�nary est�mates from the 2004 M�ch�gan Behav�oral R�sk Factor Survey,8 
the populat�on subgroup at greatest r�sk for develop�ng obes�ty �n M�ch�gan appears to be Afr�can Amer�can females 
�n the �8–34 year-old age group.

Intervention Setting. Churches are respected sources of gu�dance �n the Afr�can Amer�can commun�ty. There 
�s an �mpress�ve record of successful l�festyle �ntervent�ons �n Afr�can Amer�can churches, documented both �n 
the research l�terature and �n anecdotal success stor�es from MDCH’s fa�th-based �ntervent�ons over the past 
several years.

Intervention. The �ntervent�on chosen w�ll bu�ld on past MDCH fa�th based �ntervent�ons �n the C�ty of Detro�t 
to �ncrease access to fru�ts and vegetables and mot�vat�on to consume them. The deta�ls of the �ntervent�on 
w�ll be final�zed follow�ng

•  Complet�on of an ongo�ng l�terature search for research-supported �ntervent�ons �n Afr�can Amer�can 
churches.

•  Careful assessment of factors assoc�ated w�th program successes �n Detro�t churches to date.
•  Respectful  �nput from pastors and representat�ves of congregat�ons that would be cand�dates for the 

�ntervent�on.
Funds Available. Pend�ng offic�al approval by CDC of the MDCH proposed budget for obes�ty prevent�ona  for 
FY 2005–2006, a total of $22,000 of CDC fund�ng w�ll be ava�lable for th�s �ntervent�on. It �s ant�c�pated that 
the CDC funds w�ll be used to leverage some add�t�onal resources from other Federal, State and pr�vate sector 
partner organ�zat�ons.

a  The source of CDC funds would be Cooperat�ve Agreement U58/CCU522826-03, Component 2:  State Nutr�t�on and Phys�cal 
Act�v�ty Programs to Prevent Obes�ty and Other Chron�c D�seases, Program Announcement 03022.

Appendix 2

Appendix 2: CDC-Funded Targeted Obesity Prevention 
Intervention
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